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Payers in health care
To understand pharmacist revenue generation potential for patient care services, first it is important to recognize the payers and the payer mix in the patient population where services will be provided. Health care payers can be divided into four major groups: commercial, federal government, state government, and self-pay. Although self-pay is possible, it is not common and is difficult to sustain; therefore, we will not discuss it in this article.
In the ambulatory setting, the typical payer mix for primary care and multispecialty clinics is 50% commercial, 30% Medicare, 7% state Medicaid, and the remaining composed of smaller health care payers, such as worker's compensation, self-pay, etc. 1 A specific geographical location may alter the typical payer mix. If the population served is a low-income urban community, Medicaid may have a greater presence. For services provided in an upscale location with a younger population, commercial payers may dominate the payer mix. In most clinics, Medicare is the single largest payer and one reason Medicare processes dominate health care billing.
Commercial payers
Although 50% of a typical clinic revenue source, commercial payers actually comprise multiple payers with numerous and differing benefit plans. Adding to the complexity is that payer models differ across the nation and even within a particular state. Because of variability in reimbursable services between models, states, and benefit plans, it is difficult to give specific guidance other than encourage providers to investigate the plans that predominate in the population of patients they intend to serve. Options for eligible providers are to develop specific contracts to cover the services provided with agreed-upon service billing codes, or to use a more general process of becoming a credentialed provider to submit service billing codes as an in-network provider. Under the general system, the commercial payers often use the Medicare billing system because it is considered the industry standard.
It is important to note that commercial payers are risk adverse in the management of their plans and beneficiaries, whereas government payers' purpose is to manage high-risk patients such as seniors and those who are medically disabled. Therefore, benefit coverage is varied across the types of payers. The common types of commercial payer models are listed in Table 1 .
State and federal government payers
Medicaid. Medicaid is a combined state and federal program that provides health coverage for patients with very low or no income. The federal government matches state funding on the basis of a specified percentage of program expenditures, called the federal medical assistance percentage (FMAP). FMAPs range from 50% to 75%, average 57%, and are adjusted every 3 years. Each state can establish its own benefit plan and provider payment rates within federal requirements. States may use FFS or a managed care model
Preassessment questions
Before participating in this activity, test your knowledge by answering the following questions. These questions will also be part of the CPE assessment.
1. Current procedure terminology (CPT) codes are a. Level 2 healthcare common procedure coding system (HCPCS) codes b. Codes that include the incident to evaluation and management (E&M) codes that providers may use to support pharmacist services c. Used by Medicare Part A for billing purposes d. Developed and maintained by CMS 2. Ambulatory payment classifications (APC) codes are used in which setting? a. Hospitals or health systems for services in their ambulatory clinics b. Physician offices for diabetes education services c. Assisted living and group homes for clinical provider services d. In-home services provided by Medicare Part B providers
Introduction
As pharmacists continue to shift from primarily dispensing duties to greater participation in direct care of patients, understanding existing and future billing mechanisms is imperative. For sustainability of these vital services, there exists a need for pharmacists to understand opportunities to generate revenue. In the fast-changing health care environment, where reimbursement for patient care services is moving rapidly from fee-for-service (FFS) to value-based payments, reimbursement methods have become even more complex. It is important that providers and pharmacists avoid wrong turns, as errors will result in denied claims and potentially significant fines. Pleading ignorance is not an acceptable excuse. A key to the journey of understanding health care reimbursement is understanding the basics of health care billing.
Reimbursement for services by pharmacists providing or expanding into direct patient care is more problematic than for other providers because of the lack of provider status and associated laws, rules, and regulations. For pharmacists to submit bills to both government health care payers or commercial health care payers, pharmacists and their services need to be recognized in some manner for coverage. Currently, because of payment policies, in most situations pharmacists may not bill or be directly reimbursed for patient care services. At the federal level and in some state and commercial programs, however, pharmacists may generate revenue ancillary to those providers who are eligible to submit claims. Many payers designate that payment for patient care services is dependent on the services authorized in state practice acts. Therefore, payable services are in engaging and paying providers. Thus, variability exists in provider eligibility and scope of services reimbursed.
Fourteen state Medicaid programs offer some level of direct reimbursement to pharmacists for patient care services (Table 2) . 2 Pharmacists residing in those states should consult state regulations for the particular rules on billing and reimbursement. A specific group of Medicaid beneficiaries are termed "dual eligible." This group of patients receives benefits from Medicare and Medicaid in which the primary payer is Medicare and state Medicaid is a secondary payer that assumes payment of the Medicare copay.
Medicare. Medicare is the benefit provided to a U.S. citizen or legal resident (or spouse) who has paid at least 10 years of taxes into Medicare through employment. Benefits are available when they turn 65 years of age or older or have become medically disabled. Medicare benefits are established through legislative action by the U.S. Congress, beginning with the Social Security Act in 1965, and are updated periodically with subsequent laws, including the most recent Medicare Access and CHIP Reauthorization Act of 2015 (MACRA).
There are four Medicare benefit plans. Medicare Part A covers hospital and long-term care services. Beneficiaries contribute to Medicare Part A through social security tax while employed. Subsequently, once they are eligible for benefits, beneficiaries are provided Medicare Part A at no additional charge. Medicare Part B covers outpatient services. Eligible beneficiaries are automatically enrolled and must opt out of the benefit if they do not wish to participate or pay the monthly required premium to remain enrolled in Part B. For Medicare Part A and Part B, the plan covers 80% of the billable services, with the patient responsible for the remaining 20%. Some patients may have coinsurance that covers the 20% copay. This may be in the form of private retirement benefits, Medigap plans, and state Medicaid coverage such as dual-eligible.
Medicare Part C is the federal government's managed care benefit arm that covers major medical services. The term often used for Medicare Part C is Medicare Advantage. CMS outsources management of these plans to commercial payers, who submit bids to CMS to be an approved plan under Medicare Part C. Each plan must offer all the benefits under Parts A and B but are free to add additional benefits; therefore, a number of plans also include prescription benefits. Unlike Medicare Part B, in which a fee is paid to the provider for each service, CMS pays the commercial Medicare Part C plan a set amount per member per month. To ensure quality in the plans, CMS created Star Ratings, a quality measurement program that is based on a 1 to 5 scale. Plans with Star Ratings in the 4 to 5 range receive both financial and program incentives, whereas those plans with poor ratings in the 1 to 2 range risk reductions in payment as well as termination from the program.
The most recent added Medicare benefit is Medicare Part D, which covers prescription medications and is a familiar benefit to pharmacists. CMS is the federal agency whose role is to administer these benefits and to set the rules and regulations for how they are enacted. It is important to understand who receives payment from CMS for each of these benefits, as the recipient dictates for pharmacists the entity they may need to work with to generate revenue for their services (Table 3 ). It is equally important to understand which documents provide the rules and regulations for each of the benefits. These documents are the definitive source for providers in understanding and interpreting the required processes for payment and revenue under Medicare Parts A through D. 
PPO (preferred provider organization)
Coverage is provided through a network of selected health care providers. Enrollees may go outside network but incur larger costs.
HMO (health maintenance organization)
• Assumes financial risks associated with providing medical services and for health care delivery, usually in return for a fixed, prepaid fee. • Reimbursement only to contracted or employed HMO providers.
• Out-of-network coverage only in emergency.
POS (point-of-service)
• HMO/PPO hybrid • Resemble HMOs for in-network services.
• Requires a referral from in-network provider to an outof-network provider to receive improved coverage for the outof-network provider.
Medigap supplemental plans
Pays Medicare deductibles, copayments, and other expenses. 
Medicare Part A's system of payment for the operating costs of acute care hospital inpatients is the inpatient prospective payment system (IPPS). 3 For a number of years, hospitals have worked under a global payment system in which a set amount for each hospital stay is paid per diagnosis or the medical severity-diagnosis-related groups (MS-DRGs) codes. Attached to the DRG codes are revenue codes for nondiagnosis costs such as room and board. This requires hospitals to carefully manage their patients so as not to exceed the set payment for a condition or set of conditions. Part A also has payments tied to quality measurement. The most noted one is the hospital readmission reduction program, which financially penalizes hospitals if they have a higher than expected 30-day readmission rate for certain conditions (beneficiary is readmitted to the hospital for the same DRG within 30 days for which they were discharged).
The physician fee schedule (PFS) 4 is used by providers as the guide for reimbursement under Medicare Part B. However, since MACRA's implementation in 2017, providers must also meet the requirements for reimbursement under the MACRA-Quality Payment Program. 5 Hospitals or health systems that own and operate outpatient services use the outpatient prospective payment system (OPPS) for health care services reimbursement. 6 Because pharmacists are not considered an eligible provider under Medicare Part B, they fall under the regulations that describe services from auxiliary personnel.
Most of the Medicare reimbursement guide documents are updated yearly. CMS releases proposed changes to the respective Part B documents with a call for comments in the spring. After a thorough review of all comments, CMS releases a final updated document in November containing the final rules, responses to all comments, and rationale for CMS decisions. It is important to note that beneficiaries typically pay 20% of the Medicare-approved amount in copays for most outpatient services.
To assist in administering the Medicare Part A and Part B benefits, CMS contracts with private organizations called Medicare administrative contractors (MACs). The role of MACs is listed in Table 4 . CMS divides the country into 13 regions, each with its own contracted MAC. MACs are important because they may add interpretation to Medicare billing codes. Therefore, it is wise to check with your region's MAC for the final and definitive rules and guidelines before you recommend any Medicare billing code to a provider. You may find a MAC for your region at this CMS link: https://www. cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Prog ra m s/Me d ic a re -F FS -Compl i a nce -Prog ra m s/ Review-Contractor-Directory-Interactive-Map/#zpic.
Medicare Part C and D payment rules and policies are updated and changed by CMS through annual call letters. 7 For Part D medication management therapy (MTM) programs, there is also the MTM Program Guidance and Submission Instruction Memo. 8 CMS annually releases regulations pertaining to Part C or Part D for the upcoming calendar year via a call letter to provide final program rules, including methodologies used to pay MA and Part D sponsors. Draft versions of the regulations are released to solicit public comments before final versions are issued. The final call letters are issued in late spring.
To stay abreast of this activity besides receiving daily news e-mail notices from pharmacy associations, you may sign 
HCPCS codes
The first element that needs to be coded in health care billing is the service provided. This is defined by HCPCS, often referred to as "hicpic" codes. There are two levels within the HCPCS system. Level 1 consists of the current procedure terminology (CPT) codes. These codes are identified by five numeric digits (e.g., 99605). Level 2 codes describe services not contained within CPT and certain health care products and supplies. These HCPCS Level 2 codes are identified by a single alphabetic letter followed by four numeric digits (e.g., G0465). Level 1 HCPCS codes, more commonly referred to as CPT codes, are owned and maintained by the American Medical Association (AMA). They were first published in 1966 to help record clerks more easily understand how to document physician services and were not originally intended for billing. Twenty years later, in 1983, Medicare merged CPT codes with Medicare HCPCS codes for the purpose of Medicare billing. A standing committee within AMA creates, reviews, updates, and distributes these codes as warranted.
There are three categories of CPT codes, but only Category 1 is routinely used for health care billing ( Table  5 ). Category 1 has six levels of codes. The codes available The HCPCS Level 2 codes are listed in Table 6 and have categories of codes starting with the letters A through V. Pharmacists may recognize some of these codes: for example, E codes, which are used to bill Medicare for durable medical equipment; and J codes, which are used to bill administered medications under Medicare Part B. Under HCPCS Level 2, the G codes are used primarily for patient care services and for services where pharmacists may help generate revenue.
Resource-based relative value scale
HCPCS codes may be adjusted by a payment modifier system called RBRVS. The RBRVS was created to address concerns among providers about significant variation in practice expenses (e.g., urban vs. rural), physician technical skill, required judgment and stress (e.g., a typical routine family medicine visit vs. a post-organ transplant visit), and professional liability.
In 1989, the Omnibus Budget Reconciliation Act (OBRA) created the RBRVS system to be used in the Medicare Part B payment model. The RBRVS system consists of RVUs created for each billing code based on a complex conversion factor developed at Harvard University. The system is maintained by an AMA committee that meets several times a year to set the RVUs.
ICD-10 codes, NPI, and TIN
The "why" a service was provided is the diagnosis code, which currently is identified by the International Classification of Disease, 10th Revision (ICD 10). This medical classification system is maintained by the World Health Organization under the direction and authority of the United Nations. The 11th edition is expected to be released in 2018 and will integrate into the ICD-11 codes the systematized nomenclature of medicine clinical terms (SNOMED CT codes), a standardized vocabulary for clinical terminology that will facilitate electronic documentation and exchange of patient clinical information. The national provider identifier (NPI) is a 10-digit identification number available for issue to all health care providers (pharmacists included) and health care organizations in the United States.
The NPI was established as part of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and is administered by CMS as the identifier of all providers who use electronic transaction of HIPPA information.
Organizations that wish to bill as such and not as individual providers may use the organization's tax identification number (TIN) and alert CMS to the NPI numbers that are associated with that TIN.
Billing forms
Two universal standard billing paper forms are the accepted method for submitting bills to Medicare and the majority of other payers for services. Hospital-based billing and Medicare Part A use the CMS-1450 form, also called the Uniform Billing (UB)-04. An old term for this form, the UB-92, may appear occasionally. For outpatient services and Medicare Part B, the CMS-1500 form-originally the Health Care Financing 1500 form and often still referred to as HCFA 1500-is the standard form. For electronic submission, the standard formats (same as the paper format) are termed 837P for outpatient billing and 837I for institutional provider billing.
Specifications and directions for programing the required billing elements may be found on the CMS website. 9,10 
Specific Medicare billing requirements and revenue generation options
The options available for pharmacists to provide patient care services and generate revenue depend on the particular practice site where the service will be provided (i.e., a health system/hospital outpatient clinic, an independent physician or physician group office, a community pharmacy, a federally qualified health center). Many rules transcend the site of practice, but certain rules are practice-site specific; therefore, it is important to recognize those differences. Two examples, a health system outpatient clinic and an independent physician or physician group office, follow. Consult appropriate billing and payment references for more detailed information on billing requirements in various settings.
Hospital and health system outpatient settings
In 1997, as hospitals began moving into the ambulatory space and creating health systems, the Balanced Budget Act provided CMS the authority to create a prospective payment system for hospital outpatient services, the OPPS rules. For hospitals and health systems to qualify for OPPS, the space where outpatient services are provided must be financially tied to the hospital, meaning the outpatient space is identified under the hospital's TIN. Unlike the payment system for Medicare Part B, the OPPS does not include hospital facility costs (e.g., electricity, office personnel, janitorial services) in the hospital reimbursement structure. Therefore, under OPPS, when an eligible Medicare provider sees a patient in a hospital-owned outpatient space, a professional fee plus a "facility fee" are generated and paid.
Another difference is that HCPCS codes are grouped together into ambulatory payment classifications (APCs). Eligible providers under OPPS may delegate incidental services to auxiliary personnel, which includes pharmacists. When this occurs, the hospital may submit a facility fee for the services provided; however, because auxiliary personnel are not recognized Medicare providers, a professional fee is not billed. In 2015, CMS changed the method for payment of the facility fee by collapsing all "incident-to" services into one HCPCS code, G-0463, which is billed under the APC category 5012. For example, if you are providing diabetes-related patient care services under the supervision of a billing family practitioner in a hospital clinic under the hospital TIN, your visit would be billed using the HCPCS code G-0463 and APC code 5012. For 2016, the payment for the G-0463 code under APC 5012 is $106.56, with a $21.32 copay for the patient.
In most situations, this incident-to generated revenue is higher for pharmacists' patient care services in an institutional setting than for services in a noninstitutional setting, such as a physician's office. This creates confusion among pharmacists as well as patients. Pharmacists may be providing similar services, but because of how CMS considers or determines cost of services in different provider settings (institutional versus noninstitutional), reimbursement rates differ by provider setting. In addition, the OPPS billing codes apply to meeting patients' deductibles; thus patients may be financially responsible for a greater portion or the entire bill if they have not met their deductible.
Clinic or physician group office setting
Clinic or physician office revenue options from Medicare billing are currently undergoing significant changes as a Table 8 . Incident-to services requirements
Physician office services CPT E&M codes

Hospital outpatient services APC 5012
Direct supervision by an eligible practitioner within the suite or office space and immediately available for assistance.
Direct supervision by an eligible practitioner who is present on the campus where the services are provided or present within the offcampus department if setting is off campus, and who is immediately available for assistance. Patient is established patient with the eligible provider. A prior face-to-face visit and established plan of care are required. Same Service is an integral though incidental part of the eligible provider's services. Same The services are commonly part of the provider's bill. Same The services are commonly furnished and appropriate to be provided in a physician's offices or clinic Same The service must be medically necessary, authorized, and documented. Same The authorized provider must provide subsequent services at a frequency that reflects active participation in managing the patient and plan of care. Same A financial relationship must exist between the auxiliary personnel and the eligible provider.
An employee relationship must exist with the hospital as an employee, leased employee, or independent contractor. Services provided are within the scope of practice for the auxiliary personnel as dictated by the state practice act. Same
Abbreviations used: CPT, current procedure terminology, E&M, evaluation and management; APC, ambulatory payment classifications.
result of the passage of MACRA. Providers in the ambulatory setting are transitioning from fee-for-service to full value-based payments. This transition requires pharmacists to both understand fee-for-service rules under PFS and value-based payment under MACRA, which began in January 2017. MACRA legislation converts the previous Medicare requirements of incorporating technology known as "meaningful use," the physician quality reporting system and the value-based modifier, into the merit-based incentive program system (MIPS) and APMs beginning in 2017. The goal of MACRA over time is to convert all payment into APMs.
The majority of options for pharmacist revenue generation under PFS are through the E&M CPT codes billed by the supervising providers. To use these codes, the service provided must clearly document that patient evaluation and medical management occurred. When supervising providers use these codes to bill for the work of auxiliary personnel such as pharmacists, it is termed "incident-to." For pharmacist services, the supervising provider would use the established patient E&M billing codes (99211-99215). The range reflects increasing levels and intensity of service based on the range of assessments of care and the complexity or risk of medical decision making done during the patient visit.
Two sets of rules guide the documentation required for these codes, and providers may choose to use either one. They are the 1995 Documentation Guidelines for Evaluation and Management Services and the 1997 Documentation Guidelines for Evaluation and Management Services. 11 The differences between the two documentation guidelines are the required documentation elements within the history of present illness and the physical exam. As noted in Table  7 , the assessment may be described as problem focused, expanded problem focused, detailed, or comprehensive; and the complexity of medical decision making may be described as straightforward, low complexity, moderate complexity, and high complexity. Listed underneath the assessments is the required E&M documentation to bill a particular level. Depending on the type and complexity of the services provided, the most common incident-to codes billed by the supervising provider for pharmacist services are 99211-99214.
Incident-to rules
When services are delegated to auxiliary personnel, the service must always follow the incident-to rules listed in Table  8 . 12 The incident-to billing criteria are used for both OPPS and PFS. They are the same except for two of the requirements. The first criterion states there must be direct medical supervision of the services provided by auxiliary personnel. To accommodate for hospital structure, direct supervision in OPPS differs from the requirement for PFS, which states the supervising provider must be in the same office suite. In the hospital setting, direct supervision is defined as present on the same campus, and if the hospital space is off campus, the direct supervisor must be in the same department. The purpose of the direct supervision rule is for beneficiary safety, requiring a supervising provider to be immediately available to furnish assistance if medically needed.
The second criteria is that auxiliary personnel may provide services only to established patients; therefore, a new patient must first have seen and Medicare must have received an outpatient visit bill from an eligible provider. The purpose for this rule is to ensure that the eligible provider is the person establishing the beneficiaries' plan of care.
Additional criteria state that the services delegated must be services the supervising provider is capable of providing and billing for, must usually be provided in the outpatient setting, and must be documented as medically necessary by the supervising provider. For ongoing services provided by auxiliary personnel, the eligible provider must continue to be involved in the plan of care. This is defined as evidence that the supervising provider is continuing to direct the plan of care via patient visits and documentation.
The second difference between OPPS and the physician setting under PFS is the type of financial relationship the physician has with the auxiliary personnel being supervised. Under OPPS, the auxiliary personnel must have an employee relationship with the hospital in the form of full employee, leased employee, or independent contractor. In the physician/clinic setting under PFS, the requirement is that the eligible billing provider has a financial relationship with the auxiliary personnel; this is interpreted as an expense to the billing provider. In most situations, this condition is met through an employee-type situation similar to what is defined in OPPS. It does not, however, preclude different kinds of financial relationships or structures that may meet the criteria.
When considering an alternative financial relationship, it is advisable to adhere to the principle of usual, customary, and reasonable when designing the agreement. The final criterion is that auxiliary personnel may only perform delegated services within their state scope of practice. Therefore, a review of your state's pharmacy practice act is a critical step.
Two relatively new E&M code classifications under both PFS and OPPS have an additional exception for incident-to rules of supervision: transitional care management (TCM) and chronic care management (CCM). The incident-to rule for supervision of auxiliary personnel when the eligible provider is billing these services is general supervision. General supervision is defined as a direct oversight relationship between the supervising practitioner and the clinical staff who provide the ancillary services. Therefore, there is no requirement for the pharmacist to be in the same physical space as the supervising provider; however, there must be evidence of supervision through sharing a plan of care and sufficient supervisory communication. These codes give community pharmacists the opportunity to contract with a billing-eligible provider to provide certain patient care services that are required elements for billing these codes.
Fraud and abuse in billing are a major concern for Medicare. Therefore, providers must abide by important general rules from CMS when working in an environment where revenue is being generated through Medicare billing. The first principle is that of usual, customary, and reasonable costs as defined by CMS: charges within a geographic area should be the same or similar to those of other providers delivering the same medical service.
The second principle is that of medical necessity: services or supplies provided should meet accepted standards of medical or health care practice. When a physician refers a patient for pharmacist services, even when the pharmacist is considered auxiliary personnel, there must be a documented medically necessary reason for the referral. The third principle is that any enrolled provider accepting Medicare and Medicaid reimbursement may not discriminate against Medicare and Medicaid patients, including providing a different service level for Medicare, Medicaid, and commercial patients using the same billing code. Unless an organization has a specific contract with payers, organizations will follow Medicare rules to avoid any situation that may put them at risk for discrimination against Medicare and Medicaid patients.
Conclusion
Although pharmacists have yet to universally establish themselves as health care providers who are able to bill payers in federal and state programs, they have the opportunity to work as auxiliary personnel under an eligible provider who may bill for a pharmacist's services. Thus, pharmacists are capable of generating revenue. The process remains complex and requires a clear understanding of the rules and regulations. It also requires diligence in staying up to date, as rules and regulations may be altered or updated as frequently as yearly.
CMS has greatly improved guidance in its rules and regulations with the Medicare Learning Network. When pursuing billing of any medical service under Medicare, it is always prudent to consult the rules and regulations of the respective benefit, whether federal, state, or commercial. Health care billing is complex and has numerous nuances based on setting, state differences, and provider differences. These factors make it difficult to rely solely on interpretation by others.
The scope of this article is not intended to describe all the possible billing codes that pharmacists may use to generate revenue, either by working with a billing provider or directly with a payer. A summary is provided in Table 9 .
CPE information
To obtain the 2.0 contact hours (0.2 CEUs) of CPE credit for this activity, you must complete the online assessment with a passing grade of 70% or better, complete the evaluation, and CLAIM CREDIT at http://apha.us/CPE0717. You will have two opportunities to successfully complete the assessment, and the questions will be in randomized order. The current policy of the APhA Education Department is not to release the correct answers to any of our CPE tests. This policy is intended to maintain the integrity of the CPE activity. Learners who successfully complete this activity by the expiration date can receive CPE credit. Please visit CPE Monitor for your statement of credit/transcript.
To claim credit 1. Go to http://apha.us/CPE0717. 2. Log in to your APhA account or register as a new user. 3. Select "Enroll Now" or "Add to Cart" (click "View Cart" and "Check Out"). 4. Complete the assessment and evaluation. 5. Click "Claim Credit." You will need to provide your NABP e-profile ID number to obtain and print your statement of credit.
Editor's note: The information in this article is provided as a courtesy for informational purposes only and is not intended to be, and should not be interpreted as, reimbursement or billing advice. 
To submit a
Which of the following best describes 837P and 837I?
a. Billing codes to be used for pharmacists' services b. Billing codes to be used for auxiliary services c. Exception codes added to claims d. Electronic versions of Medicare standard billing forms CMS 1500 and CMS 1450
For the next three questions, use the following case: your pharmacy department in a community hospital/health system is expanding pharmacist patient care services into its ambulatory clinic. You will be providing medication management services for patients with heart failure and hypertension in the cardiology clinic. You are employed by the hospital, and the clinic is across the street from the hospital.
15. Which of the following are the optimal billing codes to use in this setting? a. Established patient incident-to E&M codes 99211-99215 b. Medication therapy management codes 99605-99607 c. APC code 5012 with HCIPC Level 2 code G0463 d. Complex chronic care management codes 99487 and 99489 16. You are told by administration that you will be using the "facility fee" billing method under OPPS for incident-to services supervised by the physician. Which of the following best describes facility fee billing? a. It is desirable for patients, as it has no copay and bypasses any patient deductibles. b. Since hospital operational costs are not included in the professional fee structure, it is a system to pay for these costs.
c. A separate professional fee must always be attached to a facility fee when being used under OPPS. d. It uses E&M codes to describe different levels of services provided by the facility (i.e., hospital).
17. The supervising eligible provider will be the on-call cardiologist from the team for the days you are in clinic. For incident to rules, where must the cardiologist be "immediately available" while you are in clinic? a. The cardiologist must be on the hospital/health system campus. b. The cardiologist must be in the office suite where you are conducting your clinic. c. The cardiologist may be anywhere in the community available by page. d. The cardiologist may be anywhere but must have established and shared the plan of care.
You run an anticoagulation clinic and often see patients with a new clot, either a deep vein thrombosis or pulmonary embolism, within 2 days of discharge.
You are often the first provider to see these patients after the acute event. Is your supervising eligible provider able to bill these visits using incident to? a. Yes, because you have a collaborative practice agreement to manage these patients. b. Yes, because the hospital physician saw the patient in the hospital to set the plan of care. c. No, the supervising billing provider must first see the patient in the outpatient setting and set the plan of care. d. No, because anticoagulation services are located in a specialty clinic within the organization and not where the ordering primary care physicians are located. 
You
